voted in acquainting students with the clinical use of medicines. In addition, there are a number of postgraduate courses where the clinical aspects of pharmacy are taught (Florence 1977) , often with the help of clinical pharmacologists, so that many newly qualified pharmacists have gained a clear understanding of the rationale of therapeutics. We do not suggest that the pharmacist can do the job of a clinical pharmacologist. Instead, the skills of the one should be able to supplement the skills of the other, and this has already proved successful in the field of drug information, as Professor Rawlins and his colleagues have shown (Rawlins & Davies 1977) . Wedo suggest, however, that where there is no clinical pharmacologist, pharmacists should be encouraged to contribute more, particularly in the field of drug monitoring, as we have learned from our own experience.
In the Guildford area (there is no clinical pharmacologist at present), the appointment was made of a pharmacist with knowledge of pharmacokinetics and drug measurement, based in a clinical biochemistry department. Through this appointment, a drug assay monitoring service was initiated with the active support of other pharmacists, clinical biochemists and physicians. We feel that this service is successful and is widely supported by our clinical colleagues, so that we have been able to expand the number of drugs available for routine monitoring. Besides involvement in the interpretation of drug blood measurements, we were encouraged, as were other pharmacists within the area, to take an active role in the medical health care team, The appointments of clinical pharmacologists can only improve the standards of therapy achieved, but where there are insufficient funds to make such an appointment, we would like to see pharmacists given every encouragement to develop their skills. These letters provide some fascinating insights into the early history of the influential Medical and Chirurgical Society, one of the founding societies of the Royal Society of Medicine. The Medical and Chirurgical Society was started in 1805 by physicians dissatisfied with the Medical Society of London. As there is some uncertainty as to who were the key, founding figures (Coley 1968), it is interesting that Yelloly considered himself and Marcet the principal architects. On 3 December 1806, Yelloly said that the Society owes its existence 'entirely to yourself and me'. He added that its stability depended on the continuance of the initial vigour.
Not surprisingly, in view of these sentiments, Yelloly's correspondence reveals a continuing concern with Society affairs. His last letter (20 March 1822), by which time he was living in Norwich, compained of lack of judgment by Council members 'who ought to [be guided by] past proceedings'. Conspicuous in the past proceedings had been moderation at a time of often uneasy, intraprofessional relationships. That is "particularly noticeable in the protracted attempts (1811) (1812) (1813) (1814) to obtain a charter. Sir George Clark has described the College of Physicians' successful opposition, based on the argument that a chartered Medical and Chirurgical Society might undermine their own privileges (Clark 1966) .
The College of Physicians' position had been complicated by three Fellows (Sir Henry Halford, Dr William Saunders and Dr Matthew Baillie) supporting the Medical and Chirurgical Society's petition for a charter. In consequence, the College decreed that in future such support for any Society required the College's permission. During a final attempt to acquire a charter (1814) , Yelloly was at pains not to embarrass the three Fellows. He argued forcibly that upsetting the College would damage the Society's cause, particularly as he foresaw, correctly, the failure of the application, for no one wanted to 'disoblige an old existing body when it may be considered that there is no urgent demand for reform'.
Yelloly's moderation was also related to his sensitivity that he and Marcet were licentiates, not Fellows, of the College. He remembered well the fifty years or so of past efforts by licentiates to obtain a more significant role in College affairs. When Marcet thought of publishing comments on the College's opposition to the charter in the Edinburgh Review, Yelloly was afraid that the remarks would be seen as coming from petulant and captious licentiates (5 February 1816). He felt that some of thc timorous Fellows of the College would then 'quit us and instead therefore of being a body which will unite the whole profession we should be understood as confined only as a part'.
Yelloly's letters reveal a physician who, while much concerned with establishing greater liberality and equality within the medical profession, did not (unlike so many who were to take up the question of medical reform) feel that a militant stand was appropriate. He believed that the activities of the Medical and Chirurgical Society would contribute to a necessary change and that diplomacy and moderation were necessary. He once said, 'a society is somewhat like a female, to be brought forward with great caution and never without a good cause'. The fact that, in difficult times, the Medical and Chirurgical Society flourished and had a significant impact on 19th century medicine must reflect, at least in part, the soundness of Yelloly's view. It is also a reminder that the 19th century medical reform movement was more than an outspoken, vituperative affair as it is so often characterized. Yours faithfully J K CRELLIN 26 September 1978
Preoperative diagnosis of renal masses From Professor Douglas Gordon The City University, London ECl
Dear Sir, It does not seem to be widely realized that in the course of improving the 'greyscale' in order to obtain information from very different tissues, some sacrifices have to be made. Very large differences in the amplitude of echoes are represented by quite small differences in brightness on the resulting print.
Paradoxically, an old A-scan apparatus that I have used for nearly twenty years (see Gordon 1964) has proved more effective in identifying the difference between the very large specular reflection from a flat surface such as a cyst or the retina than the most modern B-scan equipment.
I would like to suggest to Drs Highman and Sherwood the use of a special 'biopsy transducer' with an A-scan display, rather than the fluoroscopic technique referred to in their interesting article in the August issue of the Journal (p 586). This transducer has a cylindrical hole through its centre in which a sterile tube can be passed which guides an exploring needle. This has long been available to help in' aspirating pericardial and pleural effusions. The A-scan instrument is portable, cheap and usable at the bedside and in the operating theatre for this procedure or for locating foreign bodies that are not radiopaque, and is a much under-valued instrument. Yours etc. DOUGLAS GORDON 18 September 1978 
